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N 000 [nitial Comments N 000
An investigation of complaints TN0O0054860,
TN00054902, and TN0O0055069 was conducted
on 9/13/2021 to 9/15/2021 at Creekside Center
for Rehabilitation and Healing. No health
deficiencies were cited in relation to the
| investigation under 42 CFR Part 483,
i Requirements for Long Term Care Facilities.
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